Introduction
Chronic Lumbo-Sacral radicular pain is the most common neuropathic pain; its annual prevalence among general populations is about 10 to 25%. LSR pain commonly affects sciatic nerve and lower lumber nerve roots and is mainly caused by herniation of one or more of lumbar or sacral intervertebral discs, hypertrophied bulging ligments, epidural adhesion after spine surgeries. The lifetime incidence of this condition is estimated to be between 13% and 40%. The condition has the potential to become chronic and intractable, with major socio-economic implications (Merskey and Bokdu, 1994). It could be proposed that radicular pain in sciatic nerve roots arises from a complex interaction of inflammatory, immune, and pressure related elements (Brisby et al., 2002).
Chronic lumbar radicular pain (CLR) refers to symptoms of neuropathic pain in the territory of the affected lumbar nerve root. More precisely, the pathology in this condition affects a particular nerve root after it exists from the spinal canal, and before it becomes a part of the somatic nerve. The quality of this pain is usually sharp, lancinating, or burning. Clear distinction must be made between radicular pain (as described above) and radiculopathy. Radiculopathy refers to objective loss of sensory and/or motor function as a result of conduction block and leads to features of numbness, motor loss, wasting, weakness, and loss of reflexes ( Govind J., 2004 ) . (DRG) has been implicated in its pathogenesis by giving rise to sustained impulse transmission as a result of direct compression or as a site of hyperexcited structure. Prolonged compression presumably accompanied by pathological changes in the nerve root or DRG causes radicular pain to develop ( Barnsley L., 2002)). The majority of patients with acute radicular pain due to a symptomatic herniated disc improve with conservative or no treatment and have minimal pain by 3 months, However a minority (less than 5%) go on to suffer from significant chronic pain . Radicular pain is mostly treated trial of bed rest , medications, physiotherapy, and epidural steroid injections (ESI) (Saal JA., 1990).
Farrar et al reported that Intervertebral disc herniation is the most common cause of LBP followed by failed back surgery syndrome (FBSS) that affects 20% to 40% of the patients who underwent lumbar surgery each year, (Farrar et al.,
2001
) and spinal stenosis (SS) a common cause of pain and functional limitations in the elderly (Van Zundert et al., 2005). In our study, there are many patients who were suffering from chronic back pain for various reasons. Herniated disc and FBSS were the commonest cases, about 85% of them. Most of them were on medical treatment for long period such as pregabalin, gabapentin, tricyclic antide-pressant, opioids and NSAIDs. These medications failed to relieve their pain completely Historically, epidural steroid injections (ESIs) have been used as an adjunct in the treatment of radicular pain ( Lee HM et al. 1998 ) since the early reports, success rates ranging from 20% to 100% (average, 67%) have been documented. However, the efficacy of ESI has lasted, on the average less than 3 months. These disparate results can be explained by several methodological and technical flaws. The inclusion criteria generated a patient population with mixed pathologies (intervertebral disc herniation, spinal stenosis, spondylolisthesis, postsurgical changes). Also, the epidural injections, both the caudal and translaminar types, were performed without the use of fluoroscopy or contrast. In effect, they were performed blindly. Epidural injections performed in this manner are known to miss the perceived target area 30% to 40% of the time (Weinstein SM et al., 1998 ).
ESI, although effective in reducing short-term pain in most patients, is associated with side effects such as headaches, flushing, water retention, metabolic and endocrine changes like glucose intolerance, and adrenal suppression. They are also known to be associated with potentially serious side effects such as spinal cord infarction and death secondary to intra- 
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All of the results in this study were reported as prospective, randomized, controlled, to assess the difference in pain relief and improvement functional disabilities with selective Nerve root steroid injection and PRF on DRG in patients who affected by CBP with radicular pain. The results confirmed that there is a statistical difference between the two groups .
Results
Forty patients have participated in this study with twenty patients in each group. Their demographic characteristics showed no significant difference between study groups as shown in table () and Figures (). (65) 6 ( 
VAS:
As shown in Table( ) and figure(), there was significant decrease in VAS score in both groups from the preprocedure score (P-value<0.001). Patients in group 1 had less VAS scores in comparison for group 2 (P-value=0.005). 
LBP:
There was significant decrease in LBP score in both groups from the preprocedure score (P-value<0.001). Patients in group 1 had less LBP score in comparison for group 2 (P-value<0.001). In our study, we evaluated the comparative effectiveness of TFESI versus PRF for the treatment of lumbosacral radicular pain. The Evaluation parameters for the both groups including pain evaluation (visual analogue scale VAS (0-10), low back pain questionnaire), consumption of analgesic drugs , patient satisfaction and reporting of possible complications. All the previous parameters are evaluated pre and post the procedure (2hrs after the procedure, after one 1 st week, after one month and after 3 months from the procedure) .
Pain Scores (TFESI):
The results of this study indicated that there was significant decrease in VAS score in both groups from the pre procedure score. Patients in TFESI group had less VAS scores in comparison for PRF group . after one week ,after 1 month and after three months .
Riew and co workers showed results similar to our study as regard steroid group, They demonstrated the effectiveness of transforaminal epidural corticosteroids in subjects with disc herniations and/or spinal stenosis. Their study included patients with disc herniations or spinal stenosis referred for surgical evaluation. All subjects had clinical indications for surgery, and radiographic confirmation of nerve root compression. They concluded that selective nerve root injections of corticosteroids were efficacious in helping otherwise excellent candidates for spine surgery to avoid an operation. They also conclude that selective nerve root injections might be effective because they provided more focal delivery of corticosteroids to the compressive nerves than other types of epidural injections. Their study also showed that the first injection had the greatest impact on symptoms, with subsequent injections having less effect. The injections appear to provide benefit for patients with both acute and chronic complaints (Riew et al., 1999 ) .
Also Kumar and colleagues showed results similar to our study as they demonstrated that fluoroscopically guided TFESI was effective at alleviating radicular pain and reducing need for surgery ( Kumar N et al.,  2008 ) .
Contradictory to the results in the current study, Hildebrandt, cited that epidural steroid injections might not be effective. Manchikanti and others compared the three routes of epidural steroid injections in the management of chronic low back pain. The study design included three groups: Group I, which received interlaminar epidurals with a midline approach in the lateral position, with entry between L3/4 or L4/5 in nonsurgical patients and above the scar either at L2/3 or L1/2 in postsurgical patients, using a loss-ofresistance technique; Group II, which received caudal epidurals, the procedures being performed in prone position, under fluoroscopy with confirmation of the position by injection of contrast; and Group III, which received transforaminal epidural corticosteroid injections, using either sacral or lumbar transforaminal technique under fluoroscopy. The results of the study showed that all three routes of administration of epidural corticosteroid administration were clinically effective, though administration by caudal and transforaminal routes was more successful in obtaining longer term relief. Further, this study also showed that the transforaminal injections were the ideal, as the most significant improvement was noted with the least expense compared to the caudal epidural, and to interlaminar epidural without the use of fluoroscopy (Manchikanti L. et al. 1999).
Devulder also studied transforaminal epidural injections, which he termed nerve root sleeve injections with corticosteroids; however, they were combination with hyaluronidase. Devulder reported that 55% of the patients reported greater than 50% relief at 1 month, while 50% of the patients experienced continued relief after 3 months ( Devulder, J., 1998 ).
Emre Adıgüzel and colleagues concluded that TFESI is effective in pain management of radicular LBP in the mid-term. The results of this study show that TFESI is effective not only in pain reduction but also in the improvement of activities of daily living (Emre et al., 2017) .
Also Vad and associates reported that The success rate was found to be in the transforaminal anterior epidural steroid injection group, whereas it was decreased the placebo group (Vad VB et al., 2002 ).
Also In a study by Botwin et al., on patients who underwent fluoroscopyguided transforaminal anterior epidural steroid injection, they found that there was at least a 50% decrease in VAS scores of 75% of the patients during a 6-week follow up period (Botwin KP et al.
, 2002).
Derby and colleagues correlated surgical outcome with pain relief following transforaminal epidural injections with local anesthetic and steroids and reported that patients who fail to obtain sustained relief of radicular pain following the block were less likely to benefit from subsequent surgical intervention (Derby R et al.,
1992). Pain Scores (PRF):
The results of our study indicated that there was significant decrease in VAS score in PRF groups from the pre procedure score but the pain improvement lesser than the steroid group.
In our study a parameter used in PRFT was as follow: the current lesion applied was for 20 ms, at 2 Hz, for 120 second. A maximum temperature was 42°C. Sensory stimulation (50 Hz) threshold was under 0.6 volts which made paresthesia in the usual distribution of radicular pain while The results of our study indicated that there was significant decrease in VAS score in both groups from the pre procedure score. Patients in TFESI group had less VAS scores in comparison for PRF group . after one week ,after 1 month and after three months .
Lee DG and colleagues compared the effectivenesses of pulsed radiofrequency (PRF) administered to a targeted dorsal root ganglion (DRG) and TFESI for the treatment of radicular pain due to disc herniation. They found that Mean VAS scores for cervical and lumbar radicular pain were significantly lower 12 weeks after treatment in both study groups. However, no statistically significant difference was observed between the PRF and TFESI (Wonuk, et al., 2015)
Koh W and others reported that the combined application of PRF and TFESI achieved higher treatment efficacies than TFESI alone in patients with chronic refractory radicular pain. These encouraging outcomes for the treatment of chronic radicular pain might suggest central sensitization can be modulated by suppressing glia activity in the dorsal horn (Koh W, et  al. 2015) . On the other hand Lee and others shows that the clinical outcomes of patients treated with PRF for radicular pain was not inferior to those treated by TFESI at 3 months after treatment, and that TFESI and PRF both have significant treatment effects. Thus, their study subjects might have exhibited incomplete suppression of inflammation around DRGs and spinal nerves after 1st TFESI, which we believe may have produced similar outcomes in the two groups. Disc herniation increases potential for generating ectopic discharges at dorsal root ganglion, which produces central sensitization. (Sithapan et al., 2016) . Complications the adverse effects of TFESI raise safety issues. The majority of these adverse effects concern the administration of steroid and contrast media. The procedural side effects of steroid administration include facial flushing, and transient headaches (Engel A, et al. 2104 ) . Catastrophic adverse events have also been reported, even when TFESI is conducted by well trained physicians, the injection of particulate steroid into an artery around the spinal canal can occlude capillaries and arterioles and cause spinal cord and cerebellar infarction resulting in permanent motor and sensory deficits. In our study no patients had complained of these side effects (Baker R, et al 2003) . The majority of studies conducted on the PRF for the treatment of radicular pain have reported no serious adverse events, but several authors have reported flare up of pain or temporary pain aggravation. In this study no patient experienced such side effects (Cohen SP, et al 2015). Vad and others reported that complication rates of epidural steroid injection vary from 0% to 9.65%; some of these complications were very serious in nature. Selective nerve root block appears to provide short-term improvement, but a subsequent rebound effect can develop. The transforaminal approach is very target specific, using the smallest amount of injectate possible to reach the primary site of pathology (Vad et al., 2002) . Geurts et al cited that both selective epidural and PRF have very low complications and adverse events rates (Geurts et al., 2003) . The current study states the safety of both used techniques for treatment of radicular pain. Geurts et al cited that there were no obvious differences regarding to adverse events and complications between selective epidural and PRF techniques. However, some complications were reported such as elevation of blood glucose level in diabetic patients, weakness in the lower limbs and numbness for a short period, but there were no permanent neurologic deficits or serious problems. There were no neurological deficits or adverse painful side effects from PRF apart from burning back pain during the first week in many cases. 
Limitations
• Limitation is the follow-up duration of 3 months whereas PRF effects have been claimed to last up to 12 months in some studies. Therefore, we have no data on PRF's longer-term effects, which could be interesting to investigate in future studies. Also absence of a third group that had both PRF and ESNI it may be better . This study measured changes in low back pain using VAS, which is subjective and may introduce bias. 
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